Mr A P, aged 59 History: Admitted for investigation of hyperglycemia. He had suffered from narcolepsy since adolescence with sharp deterioration in 1953 when he slept up to 20 hours per day. He was treated initially with dexamphetamine, then amphetamine sulphate, and more recently with caffeine up to 7 g/day, equivalent to fifty cups of instant coffee. In the eighteen months prior to admission in 1970 he lost 20 lb (9 kg) in weight and for six months had noticed deteriorating vision in his left eye. There was no family history of diabetes mellitus. On admission, as well as glycosuria, he had signs of weight loss and bilateral retinopathy with microaneurysms, hamorrhages and exudates.
Mr A P, aged 59 History: Admitted for investigation of hyperglycemia. He had suffered from narcolepsy since adolescence with sharp deterioration in 1953 when he slept up to 20 hours per day. He was treated initially with dexamphetamine, then amphetamine sulphate, and more recently with caffeine up to 7 g/day, equivalent to fifty cups of instant coffee. In the eighteen months prior to admission in 1970 he lost 20 lb (9 kg) in weight and for six months had noticed deteriorating vision in his left eye. There was no family history of diabetes mellitus. On admission, as well as glycosuria, he had signs of weight loss and bilateral retinopathy with microaneurysms, hamorrhages and exudates.
Investigations: Blood pressure normal. Hb 17 6 g/100 ml; blood cholesterol 140 mg/100 ml; blood glucose 325 mg/100 ml. Urine: 17-oxosteroids 55, 17-oxogenic steroids 21-1 mg/24 h. Intravenous glucose (IVGTT) and tolbutamide (IVTTT) tolerance tests were carried out on admission and again six days after caffeine therapy was stopped. Fasting serum insulin values were in the normal range but depressed for his concentration of blood glucose. Before caffeine was stopped the IVGTT (0 5 g/kg body weight) showed gross glucose intolerance with a biphasic, much reduced insulin response. The IVTTT showed a more normal insulin response, a peak of 42 microunits/ml being reached 5 min after tolbutamide. Fasting blood lactate and pyruvate levels were normal but showed no rise after i.v. glucose. After caffeine was stopped there was a small increase in peak insulin response after both glucose and tolbutamide but no change in glucose tolerance. Blood lactate and pyruvate also showed a moderate rise after glucose, rather than no change. The most dramatic changes concerned blood ketone bodies and free fatty acids (FFA) ( Table 1) . It can be seen that both 3-hydroxybutyrate and acetoacetate fell by over 50% after stopping caffeine therapy, while blood FFA showed a smaller fall. Blood triglycerides, however, showed no change. Comment Acute caffeine ingestion has been shown to diminish glucose tolerance and reduce pancreatic insulin release in response to glucose in normal subjects (Wachman et al. 1970 ) and maturity onset diabetics (Jankelson et al. 1967 ). It also increases FFA levels (Feinberg et al. 1968 ). In this man with a chronic high intake of caffeine no change in glucose tolerance and minimal changes in insulin secretion were noted when caffeine was withdrawn for six days. The major changes were a moderate fall in plasma FFA (2) normal pituitary-adrenal function (metyrapone and lysine-vasopressin tests) and normal growth hormone response (25 ng/ml) to insulin hypoglycemia (0-1 u/kg);
(3) normal ECG and cholesterol but lowborderline 1311 test; (4) normal visual fields and acuity.
Treatment: Pituitary implantation of 90Y (Fig 1) , using a low radiation dose (20,000 rads calculated to diaphragma sellb from two seeds), with the object of relieving local effects of the tumour and restoring menstruation. This was successful in that the headaches disappeared, and regular menses returned 14 months later. There was no certain evidence of ovulation, however, and clomiphene was given. Ovulation resulted from the second clomiphene course, and pregnancy from the third (100 mg/day for 5 days).
Thepregnancy (triplets) was uncomplicated except for: (1) minor recrudescence of headache at 20 weeks, which subsided after delivery;
(2) serumfree thyroxine factor (Goolden et al. 1967) became subnormal at 26 weeks (although the PBI remained in the expected range for pregnancy), and so thyroxine was started. Urinary free cortisol at 27 weeks was 96 ,ug/day, a normal value for singleton pregnancy. Spontaneous labour occurred at 35 weeks and delivery was by Qesarean section under steroid cover. Lactation was suppressed. One triplet had a small meningomyelocele, but has progressed satisfactorily following surgical closure. Investigations: (1) Low urinary gonadotrophins (bioassay); (2) normal cortisol (29 ,ug/100 ml) and growth hormone (>40 ng/ml) responses to insulin hypoglycxemia; (3) thyroid function normal; (4) X-ray of pituitary fossa showed double floor appearance (Fig 2) , confirmed by tomography, but the fossa was of normal size and not definitely abnormal.
Treatment with Pergonal resulted in a singleton pregnancy. The successful course was 4 ampoules
